Structural causes of partial epileptic seizures may be amenable to treatment. The most common are vascular disease and tumours. I report a case of temporal lobe epilepsy in which the underlying disease went unrecognized until too late.
CASE HISTORY
A woman aged 60 consulted her general practitioner (GP) with a four-month history of 'attacks' consisting of sudden awareness of foul odour, nausea, lightheadedness and a transient image of a woman standing by a table. No one else was able to smell this odour or see the image described. She would then feel drained of energy and experienced continuous frontal headache. The increasing frequency of attacks had caused her to seek medical help. The GP noted that she had had typical migraine headaches several years previously which had responded to simple analgesia. There was no other relevant medical history; and, in the absence of abnormal physical signs, she was provisionally diagnosed as having atypical migraine and referred to a neurologist. Four weeks later the patient suddenly developed severe generalized headache, worse than ever experienced, after complaining of increasing tiredness. She collapsed and on arrival at the emergency department was comatose with a Glasgow coma score of 6. There was neck stiffness, she had fixed dilated pupils and she required ventilation. Cranial computed tomography (CT) showed gross subarachnoid haemorrhage. After 36 hours of conservative management with no change in her status she was declared dead. At necropsy large collections of blood were seen around the pons and right temporal lobe, which was friable and contained a large thrombus. Copious intraventricular haemorrhage and coning of the cerebellar tonsils were noted. A 12mm ruptured aneurysm was present at the junction of the right internal carotid and posterior communicating arteries.
COMMENT
In retrospect the attacks were probably temporal lobe epilepsy caused by the aneurysm. The hallmark of temporal lobe seizures is the disturbance of the content of consciousness, whether this be visual, auditory or visceral. In this case the connection between the foul odour the patient experienced, her visual hallucination which was complex and recognizable and her headache was not at all apparent.
Epileptic seizures are a rare presentation of cerebral aneurysm and in most cases the seizures have not been described in detail. Yacubian et al.l speculate that the mechanism could be direct irritation, either by the aneurysmal sac or by repeated subclinical haemorrhages. Recognition that temporal seizures can be due to aneurysm might have permitted lifesaving intervention in the patient described here, but the association seems exceedingly uncommon: of 666 cases of temporal lobe seizures described by Currie et al.2, only one was due to cerebral aneurysm (though this was before the CT era). Seizures have been ascribed to aneurysm of the posterior communicating artery in only 9 reported cases3-5.
Medial placement of this type of aneurysm, with extension into the medial temporal lobe, may be the reason why temporal lobe seizures develop without the usual third nerve palsy, headache and orbital pain3. Though the outcome was unhappy in the case reported here, others have described successful surgical treatment of posterior communicating artery aneurysm presenting as temporal lobe seizures3. The vital steps are first to recognize temporal lobe epilepsy in its multiple guises and second to appreciate that the underlying cause may be an aneurysm.
